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694), generating about $10 million in 1991. In 1991, Minnesota adopted a $25.00 fine (increased from $10.00) for seatbelt violations; 90 percent of the fines collected are distributed to the state's eight regional EMS systems (Emergency Medical Services, 1992). Using a similar approach, various states and local areas have adopted surcharges on business and residential telephone service to fund 9-1-1 telephone systems.
As has been described, federal funding is also available to support state and local EMS activities, particularly through the Preventive Health Services Block Grant and Section 402 highway safety funds. Overall, states allocated about $13 million to EMS out of $86 million in prevention block grant funds for FY 1990 (Public Health Foundation, 1991). This represents about 10 percent of the total of $127 million that state health agencies are estimated to have spent on EMS (Public Health Foundation, 1991).5 A few states also have used small amounts from the Maternal and Child Health Block Grant for EMS. Beginning in 1986, the EMS-C demonstration grant program has contributed an additional $2 million to $5 million dollars. Unlike block grant funding, which is available to every state, only a limited number of EMS-C grants are made each year to support specific projects intended to advance EMS-C capabilities.
Comparing EMS funding across states or communities is difficult. Apparent differences in levels of state support reflect not only differences in fundamental commitment to EMS but also in the regulatory and operational functions for which the state or locality is responsible (Smith, 1990). An assessment of total funding for EMS activities in a state requires taking into account regional, county, and community contributions as well as state funding. Comparisons must also consider the value of EMS services provided by volunteers or by private ambulance services that, in other states, are paid for with public funds.
The serious fiscal constraints facing many state and local governments mean that all publicly funded programs must be carefully scrutinized; the variety of approaches used across the country to organize EMS systems provide many models that might be considered. As federal legislation extends Medicaid eligibility to more children, the impact of emergency system care may become a concern. The added children may, however, represent only a small component of Medicaid costs. Even with a 25 percent increase over the past decade in the number of children served by Medicaid, they continue to represent about 44 percent of Medicaid recipients and only 14 percent of Medicaid expenditures (Cartland et al., 1993)., 1991; Emergency Medical Services, 1992). EMS can also receive state funds through specially designated appropriations. At least 18 states rely on fees or surcharges (e.g., on vehicleaign organizes national and local activities to educate parents and children about injury prevention and seeks corporate and public-sector action to promote safety and al., 199la). They generally provide care on a walk-in basis for a variety of complaints. Some operate independently; others are affiliated with nearbydetermined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
